SUMMARY Fifty -five consecutive unselected patients were submitted for laparoscopic cholecystectomy, and the procedure completed laparoscopically in fifty cases. The outcome is presented with particular reference to the duration of surgery, postoperative pain and nausea, the length of hospital stay and the time taken to recover normal activities. This technique is shown to have major advantages over conventional gallbladder surgery for the majority of patients.
INTRODUCTION
Cholescystectomy has been the treatment of choice for symptomatic gallstones for many years. The operation of cholecystectomy has a record of safety, but it is painful for the patient, and is expensive in terms of hospitalisation and time taken off work. It is also associated with a certain morbidity in terms of chest problems and thromboembolic complications in the postoperative period. In recent years attempts have been made to reduce the impact of this operation by using techniques such as gallstone dissolution and lithotripsy. These have so far proved rather unsatisfactory, in that only a minority of patients are suitable for these types of treatment, and they all leave a diseased gallbladder in place, which In addition, where the patient seemed very anxious, an anxiolytic agent such as diazepam 10 mg or tempazepam 20 mg was also given orally. A few patients with severe dyspeptic symptoms received ranitidine 150mg.
ANAESTHESIA: This was induced with a standard dose of sodium thiopentone. All patients were intubated with the help of a muscle relaxant and respiration was controlled throughout the operation. Anaesthesia was maintained with N 20 2 and halothane or isoflurane, with additions of droperidol and an opiate analgesic in appropriate doses. The following parameters were monitored: ECG, noninvasive blood pressure, 02 saturation (pulse oximetry), and end-tidal CO2 (capnography). SURGERY: The actual technique of laparoscopic cholecystectomy was similar to that described by Reddick and Olson,4 except that a diathermy hook was used for the dissection rather than a laser. Four trocars were inserted into the abdomen, one at the umbilicus, one in the epigastrium just to the right of the falciform ligament, one just below the right costal margin in the mid -clavicular line and one lower down in the right flank. Ligaclips were used on the cystic artery and duct, except in two cases where the duct was very large, where a catgut 'Endoloop' was used instead. No operative cholangiograms were performed on any of these patients. At the end of the procedure, the gallbladder was withdrawn via the umbilical incision. In five cases the operation was converted to an open cholecystectomy, due to adhesions in three patients, a very inflamed gallbladder in one, and an empyema in the fifth. Patients were interviewed on the first postoperative day and information recorded regarding the incidence of nausea and vomiting, and the severity and location of pain, and all drugs administered.
In the fifty patients who had successful laparoscopic cholecystectomy the time taken to perform the various stages of the operation was recorded. Patients were discharged when they were mobile and on a normal diet -usually the following day. They were all reviewed one week later and a questionnaire completed. Each patient was asked how long it had taken them to return to normal activities and how much analgesia they had required. They were also asked to score on a visual analogue scale the severity of their symptoms (from 0 to 100) from their The Ulster Medical Journal gallbladder disease, and their experience of the operation (from 0 = 'What operation?' to 100 = 'The worst experience imaginable!'). In those patients in whom it was applicable, the time taken before returning to work was also recorded. RESU LTS 50 laparoscopic cholecystectomies were performed. The times taken to perform the various stages of the operation were as follows: 
